Introduction
An inguinoscrotal hernia is defined as giant if descending below the midpoint of the inner thigh of a patient in upright position [1] . It is an uncommon condition and rarely encountered in clinical practice. Severe complications such as duodenal [2] [3] [4] [5] and gastric [6] [7] [8] perforation have been reported with high morbidity and mortality rate. In line with the SCARE criteria [9] , we are presenting a case report of a gastric perforation in a giant inguinoscrotal hernia which was managed surgically in a two-step approach.
Presentation of case
A 50-year old male, visiting Dubai from his home country in South Africa was admitted through the emergency room with sudden severe abdominal pain and swelling. He had as well a large amount of hematochezia. The patient had a history of chronic giant inguinoscrotal hernia ( Fig. 1 ) for over 10 years reaching just above the knee level. A computed tomography (CT) scan of the abdomen revealed the presence of free air and free fluid in the abdomen (Fig. 2) . The patient was taken to the operating room the same day and a mid-line laparotomy was performed revealing the presence of a large amount of gastric content and pus in the abdominal cavity. A 4 cm tear in the anterior wall of the stomach was identified.
The stomach was being pulled down by the large hernia, which had caused the tear. The stomach was released by transecting the omentum at the level of the greater curvature allowing a repair of the perforation without any tension (Fig. 3 ). The 4 cm tear was repaired using 2-0 Vicryl running suture. The abdomen was irrigated with several liters of normal saline solution and suctioned until the irrigation fluid was clear. A drain was left in the subhepatic area. The fascia was closed using #1 PDS running suture and the skin was closed using staples. The patient was transferred back to the intensive care unit. He was kept NPO, started on parenteral nutrition and placed on Meropenem and Fluconazole IV. After initial signs of sepsis, the patient's condition improved with the decrease of the fever and the C-Reactive Protein (CRP). On post-operative day 6, he started having again fever and increased CRP. A CT scan of the abdomen showed a large fluid collection in the scrotal hernia sac. He underwent an ultrasound guided drainage of the collection. On post-operative day 7, the patient was transferred to the ward. The bowel function had returned to normal. His nasogastric tube was removed and he was started on oral diet. Continuous drainage was done until the infection had cleared and the CRP normalized. The patient was discharged home on post-operative day 18 with the plan to perform a delayed hernia repair. An inguinoscrotal support device was custom made (Fig.4) to prevent the pulling of the organs and further complications. Since the patient was on a visit to Dubai, he preferred to fly back to his home country for the hernia repair.
The operation was performed 3 months later through an inguinal incision and was uneventful. He recovered without complications or signs of recurrence on his 6 months follow-up. 
Discussion
Giant inguinal hernia complicated by gastric perforation is quite a challenging situation. In addition to the closure of the perforation the surgeon is faced with the repair of the giant hernia which adds complexity and severe morbidity to the operation.
In our case, soon after the abdominal cavity was explored and the stomach and bowel were inspected, the mechanism of perforation became more obvious. In fact, the gastric rupture was the result of the downward traction exerted by the heavy content of the hernia on the stomach and not secondary to an incarceration. The bowel was not strangulated as well. Ishii et al. [2] describe a similar mechanism in their report of a duodenal perforation secondary to a giant inguinal hernia. This was probably as well the case in the report of gastric perforation by Fitz et al [7] where the entire bowel was found to be viable. Most morbidities and mortalities reported in the literature were related to the complications that are secondary to the acute increase in intra-abdominal pressure after placing the hernia content back in the abdomen during a concomitant hernia repair [2, 3] .
In our patient we opted for a two-step approach. The initial phase consisted in the repair of the perforation, the control of the infection and the stabilization of the patient. The delayed hernia repair was performed in the second phase. By doing so, we were able to avoid an initial repair of a complex hernia in an unstable patient with a severely contaminated abdomen where the intra-abdominal pressure is already increased secondary to the peritonitis and the ileus. 
Conclusion
In a giant inguinal hernia with gastric perforation, delaying the hernia repair when possible can decrease the complexity of the procedure and most likely its morbidity and mortality.
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